aged 45, was admitted to King's College Hospital under Dr. S. Nevin. Over the previous five years there had been loss of weight, lassitude and an increasing slowness in walking with unsteadiness and numbness of the feet and fingers. Aching pains in the legs, diarrhoea and occasional rectal incontinence were present during these years. The patient had experienced for the last two years, several times daily, attacks of loss of consciousness preceded by involuntary turning of the head to the left. She was seen during some of these attacks to become rigid and occasionally had injured herself and been incontinent.
Section of Neurology
President-REDVERS IRONSIDE, F.R.C.P. [November 3, 1955] [Continued from May Proceedings, p. 308] Attacks of Orthostatic Hypotension Resembling Focal Epilepsy Associated with Diabetes and Hypoparathyroidism.-R. HIERONS, M.R.C.P., and J. SHELDON, M.B., B.S. Mrs. E. J., aged 45, was admitted to King's College Hospital under Dr. S. Nevin. Over the previous five years there had been loss of weight, lassitude and an increasing slowness in walking with unsteadiness and numbness of the feet and fingers. Aching pains in the legs, diarrhoea and occasional rectal incontinence were present during these years. The patient had experienced for the last two years, several times daily, attacks of loss of consciousness preceded by involuntary turning of the head to the left. She was seen during some of these attacks to become rigid and occasionally had injured herself and been incontinent.
At the age of 22 a thyroidectomy had been performed, followed by loss of phonation lasting several years and for the next ten years frequent attacks of tetany. These attacks were stopped by drinking large daily quantities of milk. The diagnosis of diabetes mellitus was established at the age of 32. For some years, however, her diet and insulin requirements had been neglected.
Abnormal physical findings consisted of a slight degree of dementia. Speech was indistinct due to bilateral abductor paralysis of the vocal cords. Exophthalmos, ptosis and lens opacities were present on both sides. Examination of the motor system revealed slight weakness in the upper limbs confined to the extensor muscle groups and moderate weakness of .the flexor muscles of the lower limbs-most severe distally. Reflexes werefeeble in the arms and absent in the legs including no response from plantar stimulation. The only sensory defect in the upper limbs was in two-point discrimination (occasional errors at 6 mm. over the finger tips). A stocking type of anesthesia was present in the legs. Appreciation of hot and cold was lost below the mid-thighs; pain and light touch impaired below the knees and lost below the ankle-joints. Postural sense was impaired at the ankles.
Investigations revealed a serum calcium of 6-9 mg. blood urea 59, serum sodium 315 and random blood sugars up to 450 mg.%. Other biochemical investigations, including urinary ketosteroids and nor-adrenaline were within normal limits.
The attacks were considered to be epileptic and this was supported by the EEG findings of increased theta activity in the temporal leads and paroxysmal slow activity over the frontal areas. It was observed that the attacks invariably occurred on adopting the erect position. The blood pressure under these circumstances invariably showed a rapid fall from 165/95 lying down, to 85/65 standing. Within five to ten minutes of standing, pallor, blurred vision and loss of consciousness followed and the blood pressure was too low to measure, It was not possible to prevent this postural hypotension by previously binding the patient's legs and abdomen. By the use of an antigravity suit (with the co-operation of Mr. A. M. H. Bennett, F.R.C.S.) only a slow moderate fall in blood pressure occurred without impair-ment of consciousness. When the pressure in the suit was released the blood pressure rapidly fell and the patient lost consciousness.
Pressure on the carotid sinus did not result in significant alteration in pulse-rate or blood pressure. The Flack test resulted in a fall of blood pressure from 170/95 to 140/90. Passive elevation of the hand and forearm, on the side in which the blood pressure was measured with the patient lying down, resulted in a fall from 175/105 to 140/70. This finding suggests that defective vasomotor control is also present in the upper limbs and explains the fall in blood pressure with the "G" suit inflated.
Observations have shown that sweating was completely absent below the umbilicus and at least below the elbows. Heating the trunk and arms for one and a half hours resulted in a slow rise of temperature in the legs of 30 C. and cooling of the trunk with immersion of the hands in ice, a fall of 40 C. in the lower limbs. Scratching of the skin failed to produce a flare below the elbows or mid-thighs.
A normal increase in blood pressure was produced by adrenaline and ephedrine, though there was little change in pulse rate. Atropine (gr. 1/100 subcutaneous) also produced a rise of blood pressure without effect on pulse-rate. Although after administration of vasoconstrictor drugs the blood pressure still fell on standing, it was noted that the rise on resuming the recumbent position was considerably greater than would otherwise be produced. The subcutaneous injection of pilocarpine nitrate (gr. 1/5) produced marked sweating of the hands and arms but not below the level of the mid-thighs.
She had a grossly atonic bladder with an enormous capacity and residual urine of 7 oz.
Treatment has included regulation of the diabetes but so far the signs of polyneuritis have not changed. The blood calcium, in spite of very large doses of calciferol (250,000 units/day) remains unchanged. With the idea that increasing the blood volume might reduce the frequency of the attacks, cortisone (50 mg./day) and extra salt were tried. Possibly due to these measures there have been no further attacks during the past four months. 
